Abstract This study was initiated to add to the nascent literature on locally-grown intervention programs in the youth mental health, child welfare, and juvenile justice service sectors, many of which demonstrate practice-based or community-defined evidence, but may not have been subjected to empirical evaluation. Characteristics of applications submitted in response to three public calls for additions to an inventory of research-supported intervention programs were reviewed on evidence for effectiveness, the use of key quality assurance (QA) elements (e.g., clearly specified training or integrity monitoring procedures), and cultural specificity. Findings indicate that four QA processes were identified in approximately half of all submissions: a specific initial training process, the existence of intervention integrity measures, routine outcome monitoring, and ongoing support post-training. An initial training process and integrity measurement were more commonly described among programs determined to have greater research evidence for their effectiveness. Overall, cultural elements were described relatively infrequently and most often reflected surface-level program delivery characteristics (e.g., offering services in languages other than English). Discussion is focused on the alignment of submitted programs with the larger literatures focused on implementation science and cultural competence.
Introduction
As increasing attention is paid to quality and accountability in the public sector, critical gaps have been identified between typical and optimal practice across a variety of disciplines, including mental health (e.g., McHugh and Barlow 2010), child welfare (Aarons and Palinkas 2007) , and juvenile justice (e.g., Lipsey et al. 2010) . Such ''research-to-practice gaps'' are often highlighted because of their potential to limit the effectiveness of public sector services for populations most at risk for negative outcomes (e.g., low-income and ethnic/cultural minority youth and adults). Interest in these gaps is further fueled by the realization that the ''usual care'' interventions delivered in community settings are frequently ineffective (Garland et al. 2013; Warren et al. 2010; Weisz et al. 2006 Weisz et al. , 2013 , despite the high costs of maintaining these programs.
As a consequence, an entire field of implementation science has emerged with the purpose of bringing research and practice into better alignment, often via training, consultation, and support strategies to facilitate the uptake and sustained use of innovative programs in real world service settings (Eccles and Mittman 2006; Fixsen et al. 2005) . Multiple solutions have been described to address quality gaps, ranging from top-down mandates surrounding the use of evidence-based practices (EBP) (e.g., JensenDoss et al. 2009 ) to bottom-up grassroots intervention development and evaluation in the context of specific communities (e.g., Marsiglia and Kulis 2009) . Although much of the focus on EBP implementation has been on top-down approaches, the incorporation of bottom-up strategies holds great promise for ensuring local relevance and buy-in. Nevertheless, a variety of knowledge gaps inhibit the viability of bottom-up approaches. Little information is available about the characteristics of locally-developed & Aaron R. Lyon lyona@uw.edu programs, such as the extent to which they make use of quality assurance (QA) mechanisms (e.g., integrity assessments) known to be essential for achieving positive clinical outcomes and facilitating larger-scale implementation. Furthermore, even though bottom-up program development holds promise as a strategy for improving the cultural relevance of interventions (Martinez et al. 2010) , no research has examined the extent to which ''communitysourced'' interventions demonstrate culturally-specific program content. To help fill these knowledge gaps, this paper presents an analysis of ''promising practice'' applications submitted for inclusion on the Washington State Inventory of Research and Evidence-Based Practices with the goal of evaluating the extent to which submissions are aligned with the broader literature on program effectiveness, implementation, and cultural relevance. Many submitted programs were locally-developed and provide a unique perspective on how direct service providers and administrators are currently addressing these elements.
''Top-Down'' Implementation Approaches
Policy initiatives that support the uptake and sustained use of high-quality prevention and intervention programs represent an increasingly common strategy to support widespread EBP implementation and scale-up. This orientation is consistent with mounting evidence that variables operating at larger systemic levels influence the success of implementation initiatives (Aarons et al. 2012; Beidas et al. 2014; Beidas and Kendall 2010) . Most often, this type of implementation research tends to describe policies enacted by states and municipalities to support EBP scale-up across service sectors (e.g., Beidas et al. 2013; Bruns and Hoagwood 2008; Hoagwood et al. 2014; Isett et al. 2007; Rhoades et al. 2012) . Nevertheless, while ''top-down'' policy initiatives have utility in effecting significant system change, they have also been criticized as attending inadequately to the local context and insufficiently promoting collaboration with front-line service providers or other community stakeholders (Jensen-Doss et al. 2009 ). It is for many of these reasons that top-down policies have been identified as ''necessary but not sufficient'' implementation drivers (Beidas et al. 2013, p.1) . Alignment among strategies used at different levels is likely to be important if efficient and effective implementation is to be realized (Aarons et al. 2011) . A complementary approach in which collaborative, bottom-up strategies to quality improvement are situated within larger policy changes may be optimal.
Culturally-Grounded and Practice-Based Evidence to Support ''Bottom-Up'' Quality Improvement
In response to perceptions that many EBP implementation efforts reflect ''top-down'' knowledge transfer processes that fail to incorporate the needs and backgrounds of service settings and providers, increasing attention has focused on methods of facilitating community engagement and bidirectional knowledge exchange. Indeed, to be successful, large-scale quality improvement efforts should incorporate clear evaluation of existing services to identify potentially effective practices already in use and drive implementation decisions (Garland et al. 2010 ). This approach is more likely to actively engage community stakeholders than a full replacement paradigm in which practitioners are directed to abandon their existing practices in favor of new interventions. It may also increase the probability of implementation success due to stakeholder buy-in achieved through validation and respect. Furthermore, the approach is practical, in that the identification of existing practices with demonstrated utility may reduce the need for the introduction of some new interventions, thereby reducing implementation costs. Below, we review related, overlapping approaches to bottom-up quality improvement, including locally grown interventions and practice based/community defined evidence. Locally grown approaches to intervention development-which involve local practitioners specifically designing interventions for use with a particular community or population-represent one method for gathering and codifying knowledge about what works in specific practice contexts. For agencies serving significant ethnic and cultural minority populations, this might include documentation of ''culturally-grounded'' intervention approaches, which place culturally-specific values, beliefs, practices, and socio-historical perspectives at the center of treatment design (e.g., Marsiglia and Kulis 2009; Reniscow et al. 1999) . Although culturally-grounded interventions can be considered ''local technologies'' that have developed in response to specific, unmet community needs, there are currently few mechanisms through which they can be efficiently identified, evaluated, and (if found to be effective) incorporated into a larger set of evidence-based services (Holleran Steiker et al. 2008; Lyon et al. 2014 ).
Related to locally-grown and culturally-grounded approaches, practice-based and community-defined evidence represent methods of determining whether existing programs (potentially developed using culturally-grounded methods) demonstrate local validity. In these approaches, local validity may emerge either from the collection of empirical data or from an implicit or explicit endorsement of an intervention approach from stakeholders. Practicebased evidence (PBE) has therefore been defined multiple ways, sometimes focusing on the information or data used to evaluate a program or practice (e.g., Jensen et al. 2012) and other times emphasizing the perceived local relevance and acceptability of treatment innovations produced in particular contexts. The PBE definition offered by Isaacs et al. (2005) , for instance, focuses primarily on the extent to which treatment innovations are congruent with a given culture: ''a range of treatment approaches and supports that are derived from, and supportive of, the positive cultural attributes of the local society and traditions' ' (p. 16) . In this conceptualization, the pursuit of PBE involves a codification of the services being delivered in a community, provided that they are ''accepted as effective by the local community.'' Community-defined evidence is a refinement of the PBE concept, which Martinez (2008) described as ''a set of practices that communities have used and determined by community consensus over time and which may or may not have been measured empirically.'' Embedded in this definition is the assumption that individuals within communities have the knowledge and perspective necessary to determine the value of practices, but that such knowledge is rarely incorporated into traditional avenues of intervention development or evaluation (Martinez et al. 2010) .
Identification of interventions with established practicebased or community-defined evidence has the potential to support essential bidirectional knowledge flow in a manner that first accepts that there may be expertise and experience present in practice settings that is not reflected in the research literature and then seeks to augment that knowledge with more traditional empirical methods. One step in this process is often the identification of existing practices that may ultimately demonstrate utility in a controlled research trial, but few researchers have undertaken this task. In one notable example, the Pennsylvania Commission on Crime and Delinquency worked with the National Center for Juvenile Justice to solicit ''best practices'' that would be most likely to stand up to an empirical test (Bumbarger and Campbell 2011) . The authors explained that such an approach recognizes the local expertise of stakeholders and ''bring [s] science to the field while also facilitating the organic emergence of this 'wisdom guided by knowledge''' (Bumbarger and Campbell 2011, p. 274) .
At their core, the approaches described above all involve careful community ''sourcing'' of intervention content to augment the existing scientific literature. Furthermore, if the ultimate goal of the identification of practice-based and community-defined evidence/programs is their dissemination and implementation, it becomes important to gather information about program characteristics that are likely to predict whether they can be effectively taken to scale or can provide appreciable benefits to service recipients. Beyond simply demonstrating evidence for program effectiveness, such efforts should evaluate how new programs provide key implementation support activities and whether they do so in a manner aligned with the burgeoning implementation science literature. Feasible and effective processes for QA-including initial training activities, intervention tracking, and ongoing supports for providers-are among the most critical, as they provide opportunities to create and maintain standards for effective program delivery (Sanders and Kirby 2014) . Indeed, intervention integrity (a.k.a., ''fidelity'') monitoring and other forms of ongoing QA are frequently identified among program characteristics essential for widespread implementation and scale up (Southam-Gerow and McLeod 2013) . Nevertheless, the ''real world'' feasibility of QA processes originally developed in the context of wellresourced clinical trials has been repeatedly questioned (Kendall and Beidas 2007; Schoenwald et al. 2010) and no research has examined the extent to which communityderived programs incorporate commonly accepted QA elements. Below, we describe the results of a project in which information about QA procedures and other key aspects of community practices was collected to augment a policy-driven, statewide EBP implementation effort.
Policy Background
Washington State House Bill 2536 was passed by the 2012 Legislature with the intent that ''prevention and intervention services delivered to children and juveniles in the areas of mental health, child welfare, and juvenile justice be primarily evidence-based and research-based'' and that ''such services will be provided in a manner that is culturally competent.'' Specifically, the bill required the Washington State Department of Social and Health Services (DSHS) child-serving divisions (mental health, child welfare and juvenile justice) to produce a baseline report indicating the percent of total expenditures being spent on research and evidence-based practices. The bill further directed the divisions to report, annually, to the legislature their progress in increasing this allocation (see Kerns and Trupin, this issue) . This process included the development of an inventory of structured interventions currently in use in the State (henceforth referred to as the ''Washington State Inventory'') as well as existing evidence for their effectiveness (Walker et al. under review) . Washington State Inventory programs were identified as evidence-based (i.e., (a) tested in heterogeneous or intended populations with multiple randomized and/or statistically-controlled evaluations, or one large multiple-site randomized and/or statistically-controlled evaluation, where the weight of the evidence from a systematic review demonstrates sustained improvements; (b) can be implemented with a set of procedures to allow successful replication in Washington; and, (c) when possible, has been determined to be cost-beneficial), research-based (i.e., tested with a single randomized and/or statistically-controlled evaluation demonstrating sustained desirable outcomes; or where the weight of the evidence from a systematic review supports sustained outcomes as identified in the term ''evidence-based,'' but does not meet the full criteria for ''evidence-based.''), and promising (based on statistical analyses or a well-established theory of change, shows potential for meeting the ''evidence-based'' or ''research-based'' criteria'') (see Walker et al. under review) . Promising practices were included in particular to facilitate the inclusion of programs which may have been locally grown and/or which may demonstrate practice-based or community-defined evidence, but which would not be identifiable via a search of the empirical services literature. Additionally, driven by the realization that the initial Inventory (a) would likely represent an incomplete account of interventions currently in use and (b) may not fully address the diverse populations and problems represented among the state's residents, it was determined that an open call for additional programs should be issued. This call had two primary goals: (a) identify programs that may have already met the Inventory standards for the evidence-or research-based categories, but had been overlooked; and (b) identify additional locally-grown ''promising practices'' that demonstrate PBE but had not been subject to rigorous evaluation, a subset of which might be eligible for technical assistance surrounding evidence accumulation and eventual dissemination and implementation. From its initiation, the Washington State initiative also included an explicit focus on engaging a diverse and representative group of stakeholders (D'Angelo et al. this issue). Related, the solicitation of promising practices was conducted with explicit awareness of the limited research available related to the appropriateness and efficacy of many intervention programs for culturally diverse youth (Bernal and Scharrón-del-Río 2001; Huey and Polo 2008) and the goal of identifying new programs to improve accessibility and coverage for historically underserved and culturally-diverse residents of the state.
Study Aims
The current study was initiated to examine the characteristics of applications submitted in response to the three public calls for Inventory additions in Washington State. The study aims are to add to the limited research literature on the array of PBE and ''locally-grown'' approaches to youth service delivery, and to examine these approaches through the lenses of implementation and cultural specificity. Specifically, alignment of the information contained in the applications with the initiative's emphases on outcome evaluation, methods of evaluating implementation quality, and relevance to culturally diverse groups was evaluated. In doing so, the following research questions (RQ) were assessed: (RQ1 Although the review process was focused on Washington State, programs could be submitted by individuals or organizations outside of the state as well. Program submission occurred through a web-based survey, the details of which are described below. Survey submissions underwent a multi-component review process. The first component involved an official review to determine the appropriateness of the program for inclusion in the Washington State Inventory and, if it was determined to be appropriate, its categorization as evidence-based, research-based, or promising. This component was comprised of multiple stages including expert review surrounding the program's level of evidence for effectiveness and rigorous review of any completed evaluations. A more detailed account of the Inventory review procedures can be found in Walker et al. (under review) . The current study also added a second review component focused on identifying the QA procedures and culturallyspecific elements referenced in survey responses (see Analysis).
Data Collected
Data were qualitative and derived from the promising practice survey submissions. Among other information, respondents were asked for descriptions of their programs that included target population and outcomes, specific culturally-based aspects, an explicit theory of change, whether the program had a written manual or set of procedures, any evaluations of the program (and the results of those evaluations), and QA procedures (e.g., provision of practice/program specific supervision or consultation, methods of determining competence to deliver the program, and integrity/fidelity measures). Due to the relative infrequency with which relevant content was reported and the fact that cultural content was not required for inclusion in the Washington State Inventory, the question about culturally-specific program elements was only presented to the first round of applicants.
Analysis
Program review for Inventory inclusion involved a two-stage process in which UW expert reviewers assessed program features (e.g., evidence for effectiveness; a well-established theory of change) and provided a recommendation of whether the program could be categorized as a promising, research-based, or evidence-based practice using the definitions provided earlier. Specifically, promising practices required: (a) a pre/post test demonstrating improvement on direct outcomes of interest to DSHS; (b) a pre/post test demonstrating improvement on variables known in the literature to be linked to outcomes of interest; or (c) a wellspecified theory of change that is empirically-based. Furthermore, programs that include elements that appeared to be iatrogenic based on known literature were excluded.
In addition to formal Inventory review, promising practice survey responses were also coded using directed content analysis to identify the presence of QA and culturally-specific elements (Hsieh and Shannon 2005) . Directed content analysis makes explicit use of existing theoretical or empirical frameworks to identify initial coding categories, which may then be revised during the coding process (Potter and Levine-Donnerstein 1999) . Coding began with a three UW faculty members with expertise in EBP implementation and cultural competence in juvenile justice, child welfare, and youth mental health reviewing a randomly selected subset of survey responses. Reviewers used a preliminary set of codes and then met to discuss the codes and revise the codebook. The codebook was then trialed independently through multiple iterations in which all team members coded additional survey responses and met for discussion. During this process, new codes relevant to the research questions were added and others removed or consolidated.
Final codes for QA procedures were developed for different components of the training and implementation processes described: (1) initial training integrity, (2) intervention delivery integrity, and (3) ongoing support integrity. Within each category, 3-5 subcodes were identified related to specific aspects of the integrity process. Initial training integrity included items assessing whether the following were described: (a) a specific training process for program providers, (b) a method of ensuring the quality of the trainers themselves, (c) direct assessment of the quality of training processes. Intervention integrity was comprised of items capturing whether the application mentioned (a) a method of ensuring the quality of the individuals hired/ selected to be providers (e.g., via hiring practices, ''certification,'' etc.), (b) the existence of a measure of program integrity/process (typically adherence, but could include competence), (c) whether the integrity measure was completed by practitioners, (d) whether the integrity measure was competed by an independent, direct observer, and (e) routine outcome monitoring. Ongoing support integrity included items assessing whether the application mentioned the following consultation, coaching, or supervision elements: (a) any variety of practice/program-specific ongoing support (e.g., supervision, consultation, boosters), (b) a method of ensuring the quality of the consultants/supervisors themselves (e.g., via hiring practices, ''certification,'' etc.), (c) direct assessment of post-training support procedures (i.e., a measure of ongoing support integrity), and (d) if support integrity ratings were done by an independent coder/observer. Some of these items (e.g., direct assessment of post-training support integrity) are not necessarily common practice among programs with substantial evidence for efficacy, and were intentionally designed to be a ''high bar'' for applications.
Initial codes for cultural aspects of programs were also developed a priori, based on an existing framework for culturally-specific intervention adaptation (Cardemil, 2010) , and then revised in the context of the coding process. To be coded a ''culturally-specific'' component of a program, an application needed to express clear intentionality surrounding specific responsiveness to a group of service recipients. ''Group'' was defined based on gender, race/ethnicity, nationality, socioeconomic status, sexual orientation, religion, age, or geography. Major categories for cultural codes included: (1) structural elements (i.e., how the intervention is organized so as to provide the desired therapeutic effect), (2) specific program content (i.e., curriculum or intervention designed to make culturally relevant material central), (3) culturally-specific aspects of program delivery (e.g., services or materials are provided in languages other than English; the program is delivered in a setting intended to increase accessibility), (4) provider behavior that was not specific to the program (i.e., providers were trained to be generally ''culturally competent''), and (5) cultural match between service providers and service recipients. Cultural codes were applied whether applications indicated that a component was initially included for a culturally-relevant reason during program development or if they were added in the context of adapting an existing program for a new population. We coded survey responses for culturally-specific aspects for the first round of submissions (81 %), as they were the only round that were specifically asked about these issues.
In addition, a ''degree of information scale'' was developed to assess the extent to which an application generally referenced culturally-specific components or cultural responsivity. Using this scale, applications were rated ''0'' (no information provided or only referenced diverse service recipients), ''1'' (general statement [s] made about the program's cultural flexibility, relevance, or competence without specifics), and ''2'' (specific information was provided about the ways the program is culturally responsive). Only applications that received a ''2'' were reviewed using the culture codes listed above. For both QA procedures and culturally-specific aspects, coders rated each code on a separate 0-2 scale that reflected both the quality of information presented as well as the overall quality of the integrity process or culturally-specific component described (0 = absent; 1 = mentioned briefly/low to moderate quality; 2 = described in detail/moderate to high quality). The final codebook is available from the authors upon request.
Following the establishment of a stable codebook and adequate initial inter-rater reliability (absolute consistency ICC (2,2) C .80), all three coders coded or recoded each survey response for QA and culturally-specific content using the categories described above. Although accompanying materials (e.g., web pages, manuals) were reviewed as part of the official determination of program status (i.e., evidence-based, research-based, and promising), they were not included in the content analysis of applicants' responses to survey questions because they were supplied inconsistently, and only for a minority of the programs.
Codes for each program were compared across coders for each item and final codes were arrived at by consensus. The total intra-class correlation (ICC (2,2); absolutely consistency two-way random models with average measures) for QA and cultural coding across all three coders was 0.86, indicating excellent agreement (Cicchetti 1994) . Separate ICCs for QA and culture codes were 0.87 and 0.82, respectively. In the instances when coders all disagreed (i.e., when they scored 0, 1, and 2, respectively), items were assigned the average code of 1. This occurred for 51 of the 1782 codes assigned (2.9 %) and was most common for items assessing aspects of intervention integrity (program integrity measure, n = 8; integrity measures completed by practitioners, n = 6; integrity measures completed by independent observer, n = 6; routine outcome monitoring, n = 6).
Results
Eighty-two submissions were received in response to the three open calls for promising practices (66, 11, and 5 from the first, second, and third calls, respectively). One submission was excluded because it was a proposal for a program that the applicant was interested in developing and not an existing program or service. Of the 81 remaining submissions, 51 (63 %) were submitted by communitybased organizations, 11 (14 %) by governmental organizations, 8 (10 %) by university-based researchers, 5 (6 %) by independent service providers, and 5 (6 %) by private companies, and 1 was unable to be determined. Seventyfour (91 %) of the applications originated in Washington State. Of the 81 submissions, there were six sets of duplicate program submissions. Because all duplicate submissions were submitted by different individuals or agencies, they were retained in the analyses.
Although 68 programs (84 %) stated in their application that they had a manual or written set of procedures for program delivery, primary reviewers only obtained a digital or paper copy of the manual from the submitting organization or individual for 18 programs (22 %). Fiftyfive (68 %) indicated that a formal evaluation had been conducted for their program, 27 of which (49 %) had been released in a peer-reviewed outlet. Although some programs were relevant to multiple service sectors, the largest number of applications were most relevant to mental health and substance abuse (n = 34; 42 %), followed by child welfare (n = 29; 36 %), and juvenile justice (n = 7; 9 %). The remaining programs focused on education, general prevention, or system change that was not explicitly tied to one service sector (n = 11; 14 %).
Based on initial application review, 12 programs were categorized as ''promising.'' Twenty-nine submissions were identified for additional review of evidence for effectiveness because formal program evaluations had been conducted. Through this subsequent review process, an additional 13 programs were identified as promising (25 total; 31 %), 5 programs (6 %) were identified as ''research-based,'' and 3 (4 %) as ''evidence-based'' using the definitions described in Walker et al. (under review) . The remaining 48 programs (59 %) were excluded from the Inventory for a variety of reasons, most commonly an emphasis on outcomes that were not of interest to DSHS (e.g., general wellness) or a lack of well-defined program parameters (e.g., application was for an agency, but not a specific intervention).
Quality Assurance/Integrity
Within the domain of QA, submissions were most likely to mention (i.e., were assigned a ''1'' or ''2'' for) having a specific training process (54.3 % of all submissions), a measure of intervention integrity (50.6 %), routine outcome monitoring (46.9 %), or some form of ongoing support (58 %). Of these QA aspects, 21, 24.7, 25.9, and 32.1 % of submissions were determined to provide a high-quality description and were assigned a ''2.'' Least commonly mentioned QA aspects included a method of ensuring the quality of trainers (13.6 %; 7.4 % high quality), direct assessment of training integrity (6.2 %; 2.5 % high quality), direct assessment of ongoing support integrity (2.5 %; 1.2 % high quality), or support integrity ratings that were completed by an independent observer (1.2 %; 1.2 % high quality). Table 1 displays full results for QA procedure coding, separated by determination status (i.e., whether programs were ultimately categorized as evidencebased, research-based, promising, or excluded). Due to their relatively low frequencies, evidence-based and research-based programs were combined for all analyses.
Because it was hypothesized that evidence-/researchbased applications would be more likely to mention all QA components than promising or excluded programs, onetailed v 2 tests were conducted to determine whether there were cross-group differences in the likelihood that applications referenced different QA elements. Results for dichotomous codes for any mention of specific elements (i.e., 0 versus 1 or 2) indicated significant differences by determination status for description of a specific training process (v 2 = 5.426, df = 2, p = .033, eta = 0.259), whether a measure of program integrity exists (v 2 = 8.229, df = 2, p = .008, eta = 0.319), and assessment of ongoing support integrity (v 2 = 4.801, df = 2, p = .046, eta = 0.243). For each of these variables, promising and research/evidence-based programs referenced relevant information more often than excluded programs. A similar analysis examining differences by determination status in high-quality descriptions of QA elements revealed significant findings for whether a measure of program integrity exists (v 2 = 7.960, df = 2, p = .001, eta = .313), and the presence of ongoing support procedures for providers (v 2 = 16.701, df = 2, p \ .001, eta = 0.454). For program integrity measurement, programs in the research/ evidence-based category were more likely to include highquality information than programs in the promising or excluded categories. For ongoing support procedures, promising and research/evidence-based programs were both more likely to include high-quality information than excluded programs.
Cultural Aspects
Of the 65 applications that were explicitly prompted for culturally-specific content during the first open program call, 16 (24.6 %) made no mention of cultural elements, 23 (35.4 %) made brief mention (i.e., stating that the program was ''flexible'' or able to be individualized to service recipients of any background), and 26 (40 %) provided sufficient detail to allow for further cultural coding. A twotailed v 2 test was performed to determine if the overall amount of information provided about cultural elements (i.e., no mention, brief mention, in-depth discussion) varied by final program status (i.e., combined evidence/researchbased, promising, excluded), but found no significant differences (v 2 = 3.96; df = 4; n.s.). v 2 tests similar to those conducted for QA codes revealed no differences by submission final determination status for any cultural items. Table 2 provides comprehensive information about the 26 applications that supplied sufficient information to allow for in-depth cultural coding. As displayed, applications were most likely to mention culturally-specific aspects of program delivery (n = 13; 50 %) and service providerservice recipient match (n = 8; 30.8 %). Within the program delivery category, applications were most likely to reference providing services in languages other than English (n = 7; 26.9 %) and least likely to mention service delivery in settings that increased service accessibility or acceptability (n = 1; 3.8 %). With the exception of the overall program delivery code, relatively few applications referenced cultural aspects with high-quality information (ranging from 3.8 to 15.4 %).
Discussion
The current study was designed to evaluate the extent to which submissions to a statewide call for ''promising practices'' in youth mental health, child welfare, and juvenile justice aligned with the broader literature on program effectiveness, implementation, and cultural relevance. The majority of submissions came from community-based service providing organizations, likely reflecting the relatively high number of those agencies as well as their vested interest in having their services prioritized by DSHS under HB 2536. Of the 81 submissions reviewed, only 8 (10 %) were ultimately placed into the evidence-based or research-based categories, indicating that most submissions came from outside of a traditional peer-reviewed, empirically-based pathway for program recognition. This is encouraging, because identifying such programs was a central goal of the promising practice initiative. In contrast, evidence-based and research-based submissions often reflected known interventions with empirical support which had simply not been included in the initial version of the Washington State Inventory (e.g., Homebuilders; Evans et al. 1997) or research-supported adaptations of existing EBPs (e.g., Multisystemic Therapy for Child Abuse and Neglect; Swenson et al. 2010) . Newly identified evidence-based and research-based programs spanned all three primary areas of interest (child welfare, youth mental health, juvenile justice). Thirty percent of submissions were ultimately identified as promising practices and added to that category of the Inventory. Similar to evidence-and research-based programs, promising practices spanned all three areas of interest, indicating that the process had relevance across multiple service systems. The full Washington State Inventory, which is updated periodically, can be found at the WSIPP website (http://www. wsipp.wa.gov/).
Quality Assurance
For QA, the coding system was devised to test the full range of submission breadth using comprehensive codes that reflected rigorous approaches to QA and provided an opportunity to document some information about the extent and quality of information included (i.e., a ''1'' versus a ''2''). A specific training process, measurement of the integrity of intervention delivery, routine outcome monitoring, and some type of ongoing support were all mentioned (assigned a ''1'' or ''2'') in the majority-or nearly the majority (47 % for outcome monitoring)-of submissions. Furthermore, there was clear separation between these elements and the remaining QA codes, with the next most frequently mentioned element included in only 32 % of applications (ensuring the quality of providers via hiring or selection practices). In many ways, the four most common QA elements represent a core set of essential quality improvement activities that are reflective of the current state of implementation science. Indeed, substantial bodies of research have focused on the importance of training (Herschell et al. 2010; Lyon et al. 2011) , intervention integrity assessment (Southam-Gerow and McLeod 2013), outcome monitoring (Bickman et al. 2011; Lambert et al. 2003) , and ongoing support (Fixsen et al. 2005; Lyon et al. 2011 ). The relative frequency with which they were identified in the current project is encouraging, as it suggests some important alignment between the QA activities reported by community stakeholders and the broader implementation literature. Despite this encouragement, findings also indicated significant differences by final determination status in the presence of some of these core QA elements, with evidence-and research-based programs more likely to mention a specific training process and intervention integrity assessment than promising or excluded programs. However, no differences were found across categories for outcome monitoring or for ongoing support, suggesting that even applications reflecting programs that had not been subjected to rigorous empirical evaluations (i.e., promising) may acknowledge the value of these activities for the delivery of high-quality services. The greater likelihood of research and evidence-based programs to have direct assessments of training quality may have been due to the need to monitor quality across the multiple trainers and service sites that are typical of randomized trials. In contrast, trainers and program developers were often one and the same for many locally-grown, ''promising'' programs.
Interestingly, high-quality information descriptions were relatively rare across all QA elements and final determination categories, and this was especially true for excluded programs. Even among evidence-/research-based programs, only measures of program integrity, routine outcome monitoring, and descriptions of ongoing support procedures were detailed with high quality information in half or more of the applications. For promising practices, only descriptions of ongoing support procedures included high quality information a majority of the time. It is possible that this finding reflects the application promptswhich were vague as to the specific elements of QA that were being requested-rather than the actual quality with which programs made use of each QA element. This assumption is supported by anecdotal knowledge that some programs with known, high quality QA procedures did not provide responses that could be coded at the highest level. Although some programs provided detailed accounts of consultation or supervision structures to ensure skill uptake and intervention use (e.g., via mandatory consultation calls for a one-year period with an expert trainer; coded ''2''), others simply stated that trainees received ''ongoing supervision'' surrounding program delivery (coded ''1''). Despite this, recent findings from the mental health literature that suggest consultation procedures may be even more important than initial training experiences (Beidas et al. 2012) provide some reason for optimism that identified promising practices may already have some of the necessary structures in place to allow them to be implemented successfully.
Finally, many of the QA procedures coded in the current study reflected ''gold standard'' approaches to program integrity assessment, some of which may not be feasible in low-resource community service contexts (Kendall and Beidas 2007; Schoenwald et al. 2011) . Indeed, some of the lower-frequency elements-such as intervention integrity ratings completed by an independent observer-may be more of a vestige of the field's emphasis on randomized controlled trials than a realistic approach to QA in community agencies. Additional QA elements that were identified infrequently are generally uncommon within the empirical literature. Specifically, direct measurements of the integrity of initial training processes and/or post-training supports (regardless of whether they are completed by an independent observer) are rarely reported even in highquality implementation studies. Nevertheless, the importance of attending to implementation integrity (e.g., integrity of training or consultation processes) in addition to traditional intervention integrity will likely receive increased attention as awareness of the importance of implementation processes grows (Proctor et al. 2013) . As implementation integrity procedures continue to be developed, it will be important to design them for real world feasibility from the outset if they are ever to have relevance to community practitioners and organizations.
Cultural Aspects
Considering that the empirical intervention literature has been repeatedly criticized for inadequate attention to ethnically and culturally diverse populations (e.g., Bernal and Scharrón-del-Río, 2001; Hwang, 2009; Miranda et al. 2003; Nicolas et al. 2009 ), the current project was committed to identifying programs that could fit the needs of specific cultural groups. Although ''cultural group'' was operationalized broadly to include gender, race/ethnicity, nationality, socioeconomic status, sexual orientation, religion, age, or geography, nearly all of the culturally specific aspects mentioned in the applications were in reference to youth or family race/ethnicity. Forty percent of the eligible submissions (i.e., those asked explicitly about cultural content) made sufficient mention of cultural elements to allow for further coding. Even among this group, however, cultural aspects were generally identified infrequently, and even less frequently with high-quality information. Interestingly, there were no significant differences by final determination status, regardless of whether applications were examined for any mention of a cultural aspect or for the provision of highquality information. This suggests that applications for programs that were more closely aligned with a traditional empirical epistemology and its evaluation processes were generally no more or less likely to describe attending explicitly to cultural elements than other programs.
Among applications referencing cultural aspects, mention of program delivery components was most frequent. Within the program delivery category, the most common cultural component was the provision of services in languages other than English, a component that was mentioned more often than the provision of program-specific materials in other languages. When multi-language materials were referenced, however, submissions were invariably judged to have provided high quality information. Both of these components are typically included among the ''surfacelevel'' efforts to achieve cultural relevance that are frequently discussed in the literature on psychotherapy adaptation (Lau 2006) . Cardemill (2010) has defined surface (or superficial) modifications as ''those that consist of small changes to the intervention so as to match the delivery of the intervention to observable characteristics of the target population, but that leave the vast majority of the original intervention intact'' (p. 12). In contrast, ''deep modifications'' take into consideration central ''cultural aspects of the relevant ethnic group'' (Cardemill 2010, p. 12) . Although the current project was focused on applications from programs that were originally developed for a specific cultural group as well as those that were culturally adapted, this distinction remains relevant. In our study, ''surface-level'' characteristics were coded under the program delivery domain whereas ''deep'' characteristics were included under program content. As indicated above, program delivery components were identified considerably more frequently than program content aspects. Some researchers have suggested that ''deep'' program content elements are more likely to resonate with diverse service recipients and lead to more effective interventions. For instance, in a meta-analysis of culturallyadapted psychotherapy interventions, Benish et al. (2011) found that only one component of culturally-specific program content-adoption of the illness myth (i.e., framing psychological suffering within culturally consonant, adaptive interpretations)-predicted more favorable outcomes. In the current study, these program content (i.e., ''deep'') elements appeared less frequently than program delivery (i.e., ''surface'') elements.
Service provider-service recipient matching was the second most frequently-referenced cultural category. For decades, this has been a topic of discussion in the literatures focused on the delivery of psychosocial services to minority individuals, especially in the psychotherapy literature (Maramba and Nagayama Hall 2002) . Within that domain, some research has suggested the underlying cognitive match between service provider and recipient may be more important that surface-level cultural or ethnic match (Zane et al. 2005) . Interestingly, cultural match coding also demonstrated the largest discrepancy between the number of applications mentioning service provider-service recipient cultural match (i.e., stating that there was some attempt to pair along a culturally-relevant dimension) and the number that provided high-quality information (i.e., explicitly stated how providers were selected and along what dimensions they were matched). This suggests that, although many applicants may have considered cultural match to be a component of culturally relevant service, far fewer chose to elaborate extensively on this component as a central method of achieving cultural specificity. It is unknown, however, the extent to which this may have been a function of the level of attention or priority given to this element in the submitted programs or the method by which this was evaluated in the current project, which did not ask explicitly about this (or any other) cultural element.
Implications
The statewide call for promising practices yielded a sizeable number of applications reflecting a diverse range of applicants and program types. Although the number of applications was highest for the first call (81 % of submissions were received at that time) and decreased each cycle, our efforts to promote stakeholder engagement and support the implementation of House Bill 2536 are ongoing (Kerns and Trupin, this issue). The promising practices initiative has transitioned from specified submission windows to a standing call and rolling review of programs. These reviews will continue to include assessment of evidence for program effectiveness and placement of programs into evidence-based, research-based, and promising categories, but will not attend explicitly to QA or cultural elements.
As it continues, the promising practices review process will need to reconcile practice-based and community-defined evidence with more traditional empirical evidence on an ongoing basis. Unlike the CDE approach, which places highest importance on communities' evaluations of practices, the current initiative sought to identify a subset of programs to potentially move into the broader sphere of interventions available for wider dissemination and implementation. In this way, the current project was not only concerned with supporting the use of effective programs within the settings that they originated, but also identifying programs that may have generalizable utility in similar communities statewide. The presence of many core QA elements within identified promising practices is expected to increase the likelihood that this can be done effectively. Nevertheless, it may be also worthwhile to pay additional attention to supporting programs that do not yet make use of the four most common QA elements (i.e., a specific training process, intervention integrity measurement, routine outcome monitoring, ongoing support) to develop or adopt those procedures.
Limitations
This paper has the standard limitations related to self-report data in that it represents a review of proposals, not necessarily actual program activities or elements. The proposals may have exaggerated or failed to report certain elements. The review of proposals may also have inadvertently left out programs, organizations, or providers who chose not to respond to such calls for information. Qualitative coding for QA and cultural aspects was based only on the content provided in submitted applications and did not include reviews of external documentation (e.g., webpages, manuals or publications). This was done to standardize the review process across applications (the majority of which did not provide additional materials) and increase the feasibility of review. Nonetheless, for these reasons, the results of QA and cultural assessments should be interpreted with caution as they are likely an underrepresentation of the actual presence of these elements. Furthermore, because the amount of information provided by each application and the quality of the practices/procedures described were interdependent, it was necessary to develop a coding structure that accounted for both aspects of responses simultaneously (i.e., a ''2'' on a QA element typically reflected a more detailed explanation as well as description of a more rigorous approach).
Summary and Conclusion
In sum, results from the current project suggest that it was possible to assess the alignment of promising practice submissions with broader standards for empirical evidence for effectiveness, QA, and cultural relevance. Although a small number of submitted applications reflected programs that met the criteria for evidence-based or research-based categories, substantially more promising programs were identified. Across all submissions, four core QA processes were identified as most common: a specific training process, intervention integrity measurement, routine outcome monitoring, and ongoing support. Some of these (training process descriptions; integrity measurement) were more common among programs determined to have greater research evidence for their effectiveness. Description of cultural aspects did not vary by submission final determination status. Overall, cultural elements were described relatively infrequently and most often reflected surface-level program delivery characteristics. The information collected for this project provides an important snapshot of components of usual care practice in Washington State. Although far from comprehensive, documentation of submission characteristics is intended to facilitate better integration of evidencebased practice and practice-based evidence with the goal of improving the quality and relevance of services statewide.
